Background
Introduction organizations, and geographic regions. For instance, if perceptions of barriers vary across different types of organizations, this would suggest that there may be some level of lack of transagency coordination and reduced efficiency in approaching barriers, and understanding where and for which barriers this occurs will be critical. Similarly, although there is a clear need to tailor and individualize programs and approaches for different regions [8] , at the international agency level at least there must be coordination and collaboration across regions to maximize efficiency, so understanding regional, etc. differences in perspectives is essential.
Relatively little also is known about the factors that may underlie perceptions of barrier severity, such as the effects of different barriers on the development versus sustainability of effective health programs. Such understanding is critical in order to ensure that the full impact of the barriers is considered in their solutions. Weiss et al [9] have described a model for sustainable global health development that may be useful for this purpose. In this model, there are twin Capacity Development Goals: Program Efficacy, and Program Sustainability, explicitly defined to support long-term development success. Capacity Development Targets, such as development of local research capacity, and long-term training of trainers (e.g., through university degree-granting programs [10] ) serve to move capacity development towards the effectiveness and the sustainability goals (e.g., development of research capacity allows for objective assessment of program effectiveness; development of long-term trainers supports sustainability). Understanding the extent to which GH professionals consider these and other relevant factors in their perceptions of barriers will be important in order to ensure that the most effective, efficient, and sustainable solutions are developed.
The purpose of the present study was to conduct a quantitative, broad-based, international survey of global health professionals' perceptions of barriers to GH development. The study focused on survey respondents' perceptions of the seriousness of different barriers. For the reasons noted above, it assessed the extent to which perceived barrier seriousness varied as a function of system-level factors, including geographic region, global health focus, and the type of organization under which the respondent worked. In addition, it assessed the extent to which barrier seriousness varied as a function of individual-level factors related to respondents' experience and orientation in the global health field. Most prior studies in this area (e.g., Yamey [2] ) have relied on the perspective of 'leaders' in global health (i.e., people with high levels of experience and broad international recognition), but we purposely sampled professionals with varying ranges of experience in order to determine how perceptions differ as a function of these factors. We predicted that perceptions of barrier seriousness would vary as a function of these various variables, although because of the lack of prior systematic data we did not make formal directional hypotheses. Finally, respondents' potential solutions to the barriers that they saw as most serious were assessed.
Materials and methods

Population and sampling procedures
The purpose of the sampling frame was to identify individuals (A) with moderate to high levels of professional experience in global health, (B) who had considered barriers to global health development, (C) who were focused across a broad range of global health domains, and (D) working in a variety of professional positions (e.g., researcher; upper-level administration at a global health-related organization). We intentionally did not restrict our sample to 'leaders' in global health because professionals with extensive 'on the ground' experience but without broad international recognition have an important and possibly different perspective. Potential participants were identified via two methods. First, a search was conducted on PubMed for articles published from 2008 to 2013 using the search terms (("global health" OR "low and middle income countries" OR "LMIC") AND (barrier Ã OR challenge Ã OR obstacle Ã OR difficult Ã OR impediment Ã ) AND development)), restricted to the title and abstract. This produced a total of 408 global health-related articles. Authors of global health-related articles were selected without regard for sub-domain within global health, although authors indicated to not be directly involved in global health itself (e.g., statisticians) were excluded. Second, personnel lists for major global health organizations (e.g., WHO, DFID) were obtained online, and individuals with responsibilities directly involved in global health selected (e.g., accountants were not selected, policy administrators were). The publications and lists were crosschecked within and across methods to avoid duplication. This produced a total of 432 nonduplicated authors for whom it was possible to obtain an active email address (since the survey was to be conducted online and potential participants contacted via email).
Potential participants were contacted with an individualized email describing the study, its purposes and the structure of the study. The email also described the desired study inclusion criteria (e.g., active in global health development), so that individuals not involved directly in global health would not participate. An email reminder was sent two weeks after the initial email to all potential participants. The first page of the online survey involved a consent document describing the survey, its voluntary nature, the anonymity and confidentiality of responses, and whom to contact regarding IRB questions. In order to proceed with the survey participants clicked on an acceptance statement. The study was approved by the Vanderbilt University IRB, with the survey conducted from July 2013 to April 2014.
Barriers to global health development survey. Survey questions were extracted from previous articles discussing barriers to global health [2, 3, 6, 7, 11, 12, 13, 14] . Items were then refined with the assistance of several global health experts. Barriers for specific health areas (e.g., cancer [6] ) or barriers focused on specific agencies (e.g., the WHO; [7] ) were reworded to have a common structure and to focus upon global health broadly. The barriers also were reviewed more generally for wording and comprehensiveness with suggested additional barriers from the experts included after review. The survey was programmed and administered online using the Qualtrics online data collection platform. The survey url was provided in the email sent to potential participants, described above. Individuals were not asked to identify themselves, the specific agency or institution for whom they worked, etc. The survey contains three sets of questions. The first set (Q1.x) assesses basic demographics as well as global healthrelated factors. System-level predictors included the (A) Geographic Region in which the respondent was working in global health (coded based on World Bank designations [15] ), (B) the type of Home Organization (e.g., academic institution, NGO) under which the respondent worked, and (C) the Global Health Domain on which the participant focused (Table 1 provides specific categories within each of these variables). Individual-level predictors involving participants' global health-related experience included (D) Years Working in Global Health, (E) Number of Global Health Publications, (F) Total Global Health-related Grant Dollars, (G) in what country the participant's Home Office was located, which was coded as LMIC or HIC based on World Bank designations [15] , and (H) the Number of Weeks In-Country per year that the participant had spent on average over the past five years. Variables E and F had a Not Applicable response option (e.g., for agency program administrators) which was treated as missing data.
The second set of questions (Q2.1 to Q2.66) involved ratings (see Table 2 ) of the extent to which each of the 66 barriers was 'Not an important barrier to global health development' (0) to 'A major barrier to global health development' (4). Study participants were instructed to make the ratings based on their own direct experience within the LMIC(s) within which they worked.
In the third section, the various barriers that the participant rated as a major barrier ('4' on the Likert scale) were re-displayed and the participant asked to select from these those they saw as the top 4 barriers. Participants were then asked a final set of questions (Q3.x), to rate each of these four barriers on a 0-4 scale in regards to (A) how difficult it would be to solve, (B) how much impact the barrier had on development of effective (emphasis included in survey questionnaire) health programs and capacity within the respondent's global health domain, (C) how much the barrier impacts on sustainability of such programs, (D) examples from their own experience about the barrier, and (E) potential solutions (see Table 2 ).
Statistical analysis
Two sets of analyses were conducted. The first involved descriptive statistics (e.g., mean, SD, frequencies) to summarize respondents' ratings and selections of barriers. The second set of analyses involved inferential statistics to assess relations among various predictors and the barrier seriousness ratings. In these analyses, the Mean Barrier Rating refers to the barrier seriousness rating averaged across the 66 barriers (Q2.1 to Q2.66); this composite score had a Cronbach's internal consistency alpha of .95. Barrier Domain refers to the four barrier factors identified in the exploratory factor analysis (below). To determine whether the levels of these four factors differed as a function of the predictors (e.g., global health focus), repeated measures general linear models (GLM) with Barrier Domain as the repeated measure were conducted. The univariate test with the Huynh-Feldt-Lecoutre correction was used for the interaction test. All analyses were conducted using SAS 9.4, including the Proc Factor, Proc Glm, and Proc Means procedures.
Results
Response rates, and respondent characteristics
A total of 432 invitations were emailed, 268 participants accessed the website (62% response rate), and 264 (99%) were considered to have complete data for analysis (completed at least 56 of the 66 Q2.x main barrier ratings). Table 1 reports respondent characteristics.
Exploratory factor analysis on barrier seriousness ratings
We conducted an exploratory factor analysis on the seriousness ratings (Q2.1 -Q2.66) for the 66 barriers. Maximum likelihood factor analysis was used, with each item's squared multiple correlation with the other items as prior communality estimates, an item loading cutoff criterion of 0.30, and a Promax rotation [16] . The scree plot indicated four factors (see Fig 1, below) , which based on the items loading on the factors were labeled: Factor 1, Corruption, Lack of Competence (e.g., #40
. People obtain health care leadership positions through means other than competence and expertise, such as personal connections or corruption) (total variance explained = 20.58; unique variance explained = 9.40); Factor 2, Priority Selection (e.g., #26. Non-optimal distribution of Table 3 , and the 66 barriers and the factor loadings are reported in Table 4 . linked to long-term development success. In the next analyses, we assessed the extent to which these core factors (program efficacy, Q3.2; program sustainability, Q3.3) as well as the difficulty the barrier presented to be solved (Q3.1) were related to perceptions of barrier seriousness. The 66 barriers served as the observations, with each barrier being assigned its mean seriousness rating (Q2.x) across the 264 respondents, as well as the mean across respondents for the Q3.1 to Q3.3 ratings (above). We conducted two analyses. In the first, a series of three simple (1 predictor variable) weighted regression analyses were conducted, with the dependent variable the barrier seriousness rating (Q2.x), and the predictor variables Q3.1, Q3.2, Q3.3. In this as well as the second analysis (below), because different barriers had different numbers of respondents (i.e., were selected by different number of respondents for the Top 4), weighted least squares analysis was used, with the weight equal to the square root of the sample size [17] for the item (i.e., the number of participants who had rated the item for Q3.1, Q3. 
Perceived barrier severity
Predictors of perceived barrier severity
In these analyses, we investigated four potential predictors of perceived barrier seriousness: the respondents' (1) Organization Type, (2) Geographic Region of global health work, (3) Global Health Focus, and (4) Global Health Experience. Two analyses were conducted for each predictor. The first focused on main effects, and assessed the extent to which overall perceived barrier seriousness (the Mean Barrier Rating, the mean of the 66 barrier seriousness ratings, Q2.1 to Q2.66) differed as a function of the predictor; e.g., it assessed the extent to which respondents with, for instance, different global health focus differed in their perceptions of global health barriers' overall seriousness. The second analysis assessed the extent to which Barriers to global health development 
Barriers to global health development 1.64 (1.42) 61. This health problem or associated behaviors are viewed at least in part as a crime or moral failure, resulting in people being hesitant to seek treatment, and / or the system being ambivalent about providing treatment.
1.60 (1.27) 29. Treatment of this health problem is sometimes viewed as not cost effective (e.g., beliefs that treatment of pediatric cancer is not the best use of limited resources).
(Continued) effects of the predictor variable (e.g., the respondent's global health focus) on perceived barrier seriousness differed as a function of Barrier Domain. This analysis used a repeated measure GLM, including the main effect of the predictor variable, Barrier Domain (i.e., the 4 barrier factors identified above in the exploratory factor analysis), and their interaction. Organization type. In the analysis of Organization Type (for which the respondent worked; i.e., academic institution; government organization; NGO; philanthropic organization; UN-related organization), individuals selecting 'Other' (approximately 8%) were not included in the analysis. The effect of Organization Type on the overall perceived barrier seriousness (the Mean Barrier Rating) was non-significant (F[4,243] = 2.31, ns). The interaction between the respondents' type of organization and Barrier Domain also was non-significant (F [12,729] = 1.24, ns). Thus, respondents from different types of organizations did not differ significantly in the relative seriousness with which they perceived the global health barriers, either overall or as a function of the four different barrier domains.
Geographic region. This analysis assessed whether the perceived seriousness of barriers differed as a function of the World Bank-defined (above) regions. Respondents reporting a 'global' geographic focus (as opposed to a specific region) and respondents reporting more than one World Bank regional focus (n = 59, 23%) were not included in these analyses since these respondents' perceptions would be influenced by multiple regions and hence difficult to interpret. The effect of Region on the Mean Barrier Rating was non-significant (F [5, 193] = 1.32, ns). However, the interaction between Barrier Domain and Region was significant (F[15,579] = 4.82, p<0.0001), indicating that professionals working in the different Regions viewed the four barrier domains as having significantly different seriousness. Table 6 ). The Middle East and North Africa region had the highest level of perceived seriousness for the Social and Cultural Barriers, significantly higher than for Latin America and the Caribbean; SubSaharan Africa had the second highest level on this factor and also was significantly higher than Latin America and the Caribbean. Global health domain. To determine whether overall perceived barrier serious (Mean Barrier Rating) differed as a function global health domain, a series of 12 one-way ANOVA analyses (across the 12 global health domains) were conducted. This approach, rather than treating Global Health Domain as a single 12 category factor, was taken because many respondents reported being active in more than 1 global health domain (mean number of domains = 2.8, SD = 2.0, range = 1 to 9), creating statistical non-independence for a single Global Health Domain factor. Of the 12 domains, only General Global Health Development showed a significant effect, with respondents involved in this domain reporting significantly (F[1,262] = 4.54, p<0.05) higher overall barrier seriousness than those respondents not involved in this domain (2.12 vs. 1.95, respectively, on the 0 to 4 Likert scale).
We next assessed extent to which perceptions of the relative seriousness of the four Barrier Domains differed as a function of the whether or not the respondent was active in a particular global health domain. Of the 12 interaction tests, 5 were significant (see Table 7 ). For Substance Abuse, the interaction reflected the fact that only Factor 3 showed a significant effect, with individuals involved in the Substance Abuse domain reporting lower levels of Resource Limitations barriers than individuals not involved in the Substance Abuse domain. For HIV, the interaction reflected the fact that only Factor 4 showed a significant effect, with individuals involved in the HIV domain reporting higher levels of Social and Cultural Barriers than individuals not involved in the HIV domain. Mental Health showed a similar pattern, with individuals involved in Mental Health reporting higher levels of Social and Cultural Barriers than individuals not involved in Mental Health, and effects on the 3 other factors non-significant. For the interactions involving the Communicable Diseases domain and the Non-Communicable Diseases domain, none of the individual univariate tests were significant. The significant interactions reflected the fact that the trends across the Barrier Domains ran in opposite directions. For the Communicable Diseases domain, Priority Selection barriers (Factor 2) were (non-significantly) lower for those involved in this domain than those not involved in this domain (see Table 7 ) whereas Resource Limitations barriers (Factor 3) were seen as (non- Table 7 ) whereas Social and Cultural Barriers (Factor 4) were seen as higher by those involved in this domain. Global health experience. The final analyses assessed the extent to which perceived barrier seriousness varied as a function of the five global health experience variables (Years in Global Health; Number of Publications in Global Health; Total Grant Dollars in Global Health; whether the participant's Home Office was located in an LMIC or HIC, dummy coded as LMIC = 1, HIC = -1 for the various analyses below; mean weeks spent "In-Country" per year over the past five years). In order to identify underlying dimensions, we conducted an exploratory factor analysis on these variables using maximum likelihood factor analysis, with each of the five variable's squared multiple correlation with the other variables as prior communality estimates, an item loading cutoff criterion of 0.30, and a Promax rotation [16] . The scree plot indicated two factors (see Fig 2 below) , which based on the item loadings (see Table 8 ) were labeled: Factor 1, LMIC-oriented (variables loading on this factor were Weeks In-Country, and Home Office) (total variance explained = 1.43; unique variance explained = 1.32); Factor 2, Academic Global Health Achievement (variables loading on this factor were Number of GH Publications, Total GH Grant Dollars, Years in Global Health) (total variance explained = 1.04; unique variance explained = 0.99). The two factors were negatively correlated with each other, -.20.
The first analysis with these two factors assessed their total effects in relation to the Mean Barrier Rating, in simple (1 predictor) regression equations.
Both tests were significant, with β(LMIC-oriented) = 0.12, (F[1,262] = 3.90, p<0.02) and β (Academic Global Health Achievement) = -.14, F(1,262] = 5.09, p < .03). Unique effects were assessed in a multiple regression equation including both predictors. The overall model was significant (F[2,261] = 4.15, p < .02, R 2 = .03), and the individual parameter estimate for The interaction between Barrier Domain and Academic Global Health Achievement was not significant, indicating that the relation between Academic Global Health Achievement and perceived barrier severity did not differ significantly as a function of Barrier Domain. In sum, these analyses suggest that global health professionals who spend more time in-country and whose Home Office is in an LMIC tend to view (a) corruption and lack of competence, and (b) priority selection as more significant barriers in comparison to global health professionals without these characteristics. However, the effect of Academic Professional Global Health Achievement ran in the opposite direction, with participants with higher levels of academic global health achievement (e.g., more GH publications) seeing lower barrier seriousness than professionals with lower levels of experience in this area, and this effect did not differ significantly across barrier domain.
Potential solutions
The final question that respondents answered for their Top 4 barriers asked for potential solutions to the barriers the respondent had selected. Solutions for the five barriers most frequently selected as being in the Top 4 were reviewed, similar solutions combined, and summarized in Table 9 . One relatively minor but important theme (not included in Table 9 because it does not represent a 'solution') mentioned by several respondents in regards to these barriers was that although they likely are most obvious and present the greatest difficulties in LMIC, the barriers also occur in HIC. One respondent stated, for instance, 'I do not believe these issues are unique to the situation where I work. Similar issues may be raised for more developed economies, including that of the United States.' A second relatively minor but important theme involved several respondents reflecting on the seemingly overwhelming complexity of some of the barriers, with one participant stating for instance 'I have no idea [how this barrier might be addressed]. I feel so beaten down by this I think one just has to keep working around these barriers and doing one thing at a time that may have an impact on health.' Similarly, other respondents noted that the political complexity of many of these barriers seemingly placed them beyond the direct influence of global health development, stating for instance 'This barrier [weak physical infrastructure] is a geopolitical issue that is beyond the ability of health care deliverers, researchers and policy makers to address. We can only collectively continue to assert the obvious importance of health to a nation's development.
Discussion
To the best of our knowledge, this is the first broad-based, quantitative, international survey of barriers to general global health development, assessing correlates of global health professionals' perceptions of barriers to global health development. Thirty-four of 66 barriers were seen as moderately serious (the midpoint on the scale) or above, highlighting the widespread, significant challenges that global health development faces. Our factor analysis indicated four factors underlying the ratings of the 66 barriers' seriousness, which in order of the seriousness of the barrier as reported by our respondents were: (A) Resource Limitations, (B) Priority Selection, (C) Corruption, Lack of Competence, and (D) Social and Cultural Barriers. As factor analysis identifies clusters of items that tend to covary [16] these factors may be useful for researchers and other global health professionals by providing easier and more efficient identification and response to sets of barriers rather than focusing on, at least initially, a larger number of individual barriers. One area for future research suggested by these results might be analysis of directional relations among the different barrier domains. For instance, one might anticipate that higher levels of corruption-related barriers in a particular LMIC could result in higher levels of resource barriers in that same LMIC, as scarce resources were wasted due to corruption. However, conversely, it is quite possible that resource limitations in turn can increase risk for corruption, as individuals in positions of power (e.g., policy-makers; health-care providers) abuse their power to supplement their income through bribery, extortion, etc. This of course can occur not just in LMIC but also in HIC when one puts self-interest above public responsibility but may be more like to occur in LMIC where many individuals, even health-care providers and policy-makers, struggle to make a decent living [18] . Such processes could be particularly harmful as they create self-sustaining feedback loops; i.e., as more resources are wasted and unavailable due to corruption, there likely will be even more pressure on individuals in positions of power to put self-interest above public responsibility, in turn wasting more resources, etc. Similarly, higher levels of social and cultural barriers in a particular LMIC could • Train the health sector in financial negotiation skills so that it can obtain increased government funding.
• Using empirical health data, increase awareness in local governments of the general economic benefits for the country of health care investment.
• Focus on health topics / domains in which the country itself already is and is willing to invest, rather than in what foreign agencies are most interested.
• Enhance the health advocacy role of media, NGO, etc.
Top barrier #2 (Barrier 4. Weak local health care system / infrastructure may collapse after foreign resources leave)
• Funding and development agencies should focus on health care system strengthening rather than on specific diseases or disease domains (i.e., focus on 'horizontal' rather than 'vertical' development).
• Global health professionals and agencies should take a long-term view (i.e., 20 years rather than 5 years) for development and investment.
• Demonstrate the value of health care in financial as well as human terms, not only to the health policy makers but also to financial and political leaders in the government.
• Collaborate with local and national governments to identify their priorities, and focus on these so that development efforts map onto the country's long-term goals.
• Support public-private partnerships that link corporate interests to public health development.
Top barrier #3 (Barrier 2. Lack of basic life necessities; e.g., clean water, adequate nutrition)
• Provide education to local health workers and communities that will increase the efficiency (vis-a-vis use of basic life necessities) of nutrition, sanitation, prenatal care, etc. practices that are related to health.
• Develop cross-sector collaboration in health development, working with agencies directly responsible for clean water, etc.
• Engage local leaders in management of essential commodities.
• Health development activities should target fundamental social determinants of health and disease, including education, poverty and gender equity, which ultimately will increase availability of basic life necessities.
Top barrier #4 (Barrier 3. Weak physical infrastructure; e.g., poor road construction and physical access; unreliable power supply; weak telecommunication)
• Work to ensure that linkages between (a) infrastructure development undertaken by international agencies (e.g., the WB), and (b) potential health impacts of the infrastructure development are taken into consideration when making planning decisions regarding the infrastructure development (e.g., when evaluating whether to build a new road, increased access to medical services might be one potential benefit of the road considered).
• Adopt a cross-sector approach to health development, from the local level to the highest national policy levels, that increases awareness of the relation between health, social determinants of health, and physical infrastructure.
• Emphasize the importance of health for general economic development, and in turn the effects of physical infrastructure on health.
Top barrier #5 (Barrier 1. Violence or political instability)
• Support development of a technocratic, merit-based system and government, in and through one's own health development work. Work to promote health leaders and senior officers based on merit and expertise, rather than on political power, etc.
• Diversify one's health collaborators, institutions, geographic sites within the country / region, etc. in order to reduce potential effects of instability and violence to one's health development program. Include relatively stable areas to support program durability and survival but also more high-risk areas to maintain critical connections in politically important but unstable areas.
• Focus on local-level activities to offset instability at the national political level. Focus health development activities and funding towards academic institutions rather than governments as universities may more stable and have a more robust accountability structure.
• Support education generally, particularly for girls who are most likely to use education to benefit their local population, and increase its stability and resiliency.
• The health sector cannot really address this directly, but we should be aware of these potential events when planning our strategies.
https://doi.org/10.1371/journal.pone.0184846.t009
in turn lead to higher priority selection barriers as the cultural issues influenced selection of health-care priorities, beyond evidence-based priority selection. Priority selection barriers fundamentally represent differences of opinion regarding what should be prioritized, and differences in cultural values (e.g., between the host country and foreign partners) could lead to differences of opinion regarding upon which health care targets, programs, etc. one should focus. Understanding such causal sequencing of barrier domains would be a complex research task since these are society-level variables and factors that would be difficult to manipulate, but understanding this causal sequencing of the barriers would be a very useful component in addressing them. Contrary to expectations, in our study most system-level predictors showed non-significant or relatively limited relations to barrier seriousness. Perceptions of barrier seriousness did not vary across the type of organization for which the respondent worked. This is positive, in that it suggests that general perceptions of barriers are not an issue potentially resulting in some level of lack of coordination and reduced efficiency across different types of agencies in the field. It also suggests that, although professionals in different agencies may sometimes view the perspective of their agency as 'most accurate', in general perceptions of individuals in different types of agencies are not substantially different, at least in regards to global health barriers.
We found a relatively small number of significant differences as a function of Geographic Region. There were no significant regional differences overall, or in regards to Corruption, Lack of Competence (Factor 1) and Priority Selection (Factor 2) barriers. It is not surprising that Sub-Saharan Africa showed the highest levels of higher Resource Limitations (Factor 3), given the general high levels of poverty in this region. Middle East and North Africa, and Sub-Saharan Africa showed the highest levels of Social and Cultural Barriers and were significantly higher than Latin America and the Caribbean.
These geographic region effects may have had an influence on the relative levels of the different barrier domains in the overall sample (i.e., collapsed across region). Likely reflecting at least in part the distribution of global health activity, over a third of our sample (38%) reported working in Sub-Saharan Africa. This in conjunction with the fact that Sub-Saharan Africa reported the highest seriousness for Resource Limitations barriers may one reason why Resource Limitations were the barrier domain with the highest average seriousness rating in the overall sample. Conversely, also likely at least in part reflecting the distribution of global health work, only 3% of our sample reported focusing on the Middle East and North Africa region. This in conjunction with the fact that the Middle East and North Africa was the region that reported the highest levels of Social and Cultural Barriers may in part underlie why Social and Cultural Barriers was the barrier domain with the lowest average seriousness rating in the overall sample. This highlights the importance of considering such interaction effects (e.g., Barrier Domain X Geographic Region) when interpreting results.
Several effects for global health domain were significant. Given the high levels of stigma associated with HIV [19] , it is not surprising that professionals working in this area reported higher levels of cultural and social barriers. Professionals working in Mental Health similarly reported higher levels of cultural and social barriers, also likely reflecting domain-specific stigma, and highlighting some of the challenges particularly important for these two domains. Individuals working in Substance Abuse reported fewer Resource Limitations barriers, perhaps because only 19% of respondents working in the substance abuse area (vs. 38% in the overall sample) were working in Sub-Saharan Africa, which had the highest level of resource limitation barriers.
Perceived barrier seriousness was significantly related to the impact of the barrier on program sustainability but not to barrier impact on development of effective programs, or to difficulty solving the barrier. One possible explanation for the former finding is that among our sample of relatively experienced GH professionals, effective programs have been developed and are at least initially in place, and key barriers now are related to program sustainability. This also may reflect the increasing emphasis and awareness of the importance of sustainability in the literature [20] . In any case, it is positive that sustainability is a central concern linked to GH barrier seriousness.
Global health experience showed complex but interesting relations to perceptions of barrier seriousness. The higher the level of being LMIC-oriented (i.e., spending more time in-country, having a Home Office in an LMIC) that participants reported, the higher the levels of Corruption, Lack of Competence barriers and Priority Selection barriers they reported. In contrast, the higher the levels of Academic Global Health Achievement (e.g., more GH publications; more GH grant dollars) that participants reported, the lower the level of barrier seriousness that participants reported across all barriers (i.e., the effect did not differ significantly across barrier domain). The LMIC-oriented effect might reflect the fact that whether slowness or lack of success in a development target is due a barrier, or simply to the complexity of the development task, is not always immediately clear. For instance, if progress is relatively slow in gaining official approval for a new program, it may not immediately be apparent that this is due to the inherent complexity of the task (needing significant time to carefully review a proposed new program in order to fully understand its potential impact on the population, etc.), or due to corruption or incompetence, or a priority problem. One might expect that global health professionals more closely connected to the LMIC might be more aware of such factors underlying this lack of success. On the other hand, global health professionals who are more successful academically may be, by definition of our variable, more focused on research publications and grants with their perceptions of their academic success generalizing to the situations in the LMIC (i.e., the more successful they have been able to be academically, the fewer barriers they perceive due to generalization of their success or perceptions of success), or reflecting their actual ability to be successful. Regardless of their interpretation, these contrasting effects highlight the importance of having a broad global health team, with both with members with close LMIC connections as well as members capable of academic success (which of course may reside within the same person, although these two variables were negatively correlated in our data, albeit at a low level, -.20).
One of the most important parts of the survey was respondents' suggestions for potential solutions for the top barriers (see Table 9 ). Our purpose in this was not to identify solutions that were necessarily 'innovative' for the field, but rather to provide a broad range of potential solutions that our respondents saw as at least potentially useful and that other GH professionals could review, and consider applying in their own settings as they saw fit. One area for future development activity might be to develop brief, online toolkits around these solutions (e.g., a one page outline of how this solution has been applied by other GH professionals) with open online access, linked to a brief survey evaluating how the toolkit had been applied, and the perceived utility of the toolkit. Such toolkits could be useful to help us all avoid 'reinventing the wheel' unnecessarily. The secondary comments in the solutions also were useful, in that they remind us that the challenges we face in GH development are substantial and at times may seem overwhelming, but that they are not unique to LMIC, and that we are not alone in facing the challenges.
There are several possible limitations to the study that should be mentioned. First, an online platform was used to conduct the assessment because of the challenges that postal surveys present for large international surveys [21] , and because online surveys allow for logical branching (e.g., highlighting the barriers designated as most serious, for more detailed ratings). Webbased surveys sometimes have been criticized for low response rates, and for producing biased samples not representative of the target population. However, our response rate was comparable to that of many postal surveys and better than many online surveys [22] , likely at least in part due to the specialized nature of the survey and the individualized invitation (i.e., each email was addressed with the specific name of the recipient). Further, because participants were individually selected and invited based on professional experience and provided with a restricted url (i.e., the url was not published or distributed generally), it seems unlikely that problems associated with sample self-selection with an open URL significantly influenced our sample beyond the general impact in any sampling where potential respondents have the right to decline to participate.
In addition, most of the significant effects in this study were relatively small, which does suggest that these barriers are relatively universal (i.e., vary relatively little across global health domain, etc.). However, even small effects can be important [23] , when they are related to difficult to influence outcomes (e.g., global health barriers), or when effects are linked to major outcomes (in global health development, its budgets) and the importance of the questions it addresses (e.g., human mortality). Finally, it is important to note that this study assessed global health professionals' perceptions of barriers, not objective indices of barriers (e.g., national per capita health care expenditures, as a resource limitation barrier). However, perceptions are critical in their own right, given human behavior and decision-making is largely based on perception [24] .
In conclusion, we found that Resource Limitations, and Priority Selection barriers were seen as the most serious barriers whereas Corruption, Lack of Competence, and Social and Cultural barriers were seen as somewhat less serious. This provides some broad guidance for agency planning with, for instance, increased discussion of priorities between non-LMIC based administrators and professionals in the LMIC being useful. This latter point is reinforced by the finding that the LMIC-oriented and Academic Global Health Achievement variables operated in opposite directions. Overall, with a few exceptions, barrier seriousness did not differ greatly as a function of type of organization, health domain, or geographic region. This suggests that these barriers may be relatively fundamental at the system-level. The few significant effects may be important, however, for policy purposes. For instance, the fact that the Mental Health and HIV domains were seen as facing higher levels of social and cultural barriers suggests that it might be useful to emphasize such barriers at the planning and policy level for development in these areas. The individual-level effects we found (for LMIC-oriented, and Academic Global Health Achievement) highlight the importance of having a broad global health team that genuinely integrates the perspectives of different members; the individual-level effects also highlight the importance of taking an evidence-based approach to addressing barriers, in addition to taking an evidence-based approach to health care. Finally, it is hoped that the 22 suggested solutions, although not necessarily 'innovative', may provide GH professionals around with world with at least some new ideas for addressing the barriers within their own LMIC work.
